MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPAMTMENT OF PUBLIC MEALTH AND WELPFARE

. AT
DO NOT WRITE AMENDED Registration District Nn; _:__::_:_/ ____Primary Registration District N;{ a._’_éﬁ-._lcglnrrar 1 No. _“.&ﬁﬁgﬁ 63 Eﬁmﬁ%
ON THIS STUB FIT_ELy StP 1315903

1. PLACE OF DEATH 12, USUAL RESIDENCE (Where decessed lived. If institution: Rasidence before

a. COUNTY I kSCm - a STATE!{i i b. COUNTY I admissian)

b. CéTY {IF autside corporate limits, give TOWNSHIP only) Lenath of stay in b c. CITY Inside Limits
R

OR
TowN Kansas City Lo yrs TOWNKangas City - Yo [ No [
c. FULL NAME OF (if NOT in hospital, give lacation) Inside Limits d. STREET {If cutside, give location) Reside on Farm

PITAL
:'Nossn%unocr)uRG eneral H ospital YeeJ§ No(J ADDRESS 3928 McGee Yo O No T

3. NAME OF DECEASED First Middle Last 4. DATE Manth Day
{Typm or print} OF

Charlay Bennett, DEATH  Aupust 22 196

5. SEX &. COLOR OR RACE 7. Married ] Never Marriod [ |8. DATE OF BIRTH | ¥- AGE {last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR

Male White Widowed [J Diverced XJ 6/10/1.899 6l Montha | Days | Hours | Min.

10s. USUAL QCCUPATION {Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY T1. BIRTHPLACE (Ciry and itate or country} | 12. CITIZEN OF WHAT COUNTRY
during mowt of ‘working life, sven if ratired)

borer Inity Farm Joplin, Miss i
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND DR WIFE

Joa Bs Bennett Iva  (Unknown) Fannie lee Bennett

15, WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address

es, ng, or unknown o3, Qive war or dal y of servig
Bt S i o obert Benngtt 572l Grand

18. CAUSE OF DEATH [Enler only one couvse por line INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE caust ) Giant Cell Carcinoma of the Neck

v5 300
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Conditions, if any, DVE TO {b)

which gave rise o

above cause [a),

stating the under-

lying cavse lost, DUE TO {c}

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH buwt nat ralated to tha terminak PART IlIl. f deceased was female  was
disease condition given in PART | (a) there a pregnancy in [ast 90 days.

ll:]\'eg | [ No [DUnl:nown

9. WAS AUTOPSY | 20s. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury in PART | or PART N of item 18 .
PERFORMED? a D =]
YES[] NO[J

200 TIME OF  Foul  Mamih, Day, Yaar |
INJURY a.m.
p.m.

20d. INJURY OCCURRED Too. PLACE OF TNIURY (6.5, n or sbout hame, | 20F. CITY, TQWN, OR LOCATION COUNTY
" WHILE AT WORK farm, factory, strew, office bldg., etc.)
NOT WHILE AT WORK [

ed the deceared from 8/13//1963 :n_&l22jl9_6l—.nd last saw :f,:,. alive on 8/22/1963

m on the date stated above, and to the best of my knowledge, from the cavses stated.

(Degres ) 226. ADDRESS N 22c. DATE SIGNED
x \@ ( "0 o 4 Y| 2400 Cherry Street £23/63

" 73a. BURIAL, CRI = € OF CEMETERY OR CREMATORY 23d. LOCATION (Ciry, town, or county) {Stare)
fq 730 i
REMOVAL (Specify)

Burial 8/214/1963 Memorial Park Cem ty, Mo.

~24. FUNERAL DIRECTOR AODDRESS 25, DATE RECD, BY LOCAL REG, . AR'S SIGNATURE

Earp & Sons Mortuary Kansas City, Mo, ﬁ)}. 63 , M__

{Licented Embalmer’s Statement on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

11s

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NOC.
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STATEMENT BY LICENSED EMBALMER

o

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed .by me,

or by - : : ' Student Embalmer No.

working under my persenal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No. ___QZZK
P. 0. Address 9/{0 ‘97‘70

- -, N - - N .

Note: 'The above MUST BE SIGNED BY THE LICENSED EMBALMER in' his OWN HANDWRITING. (Fallure to comply *
with the above constitutes grounds fer revocation of license).

If embalmed by a STUDENT, he also shall.sign in his OWN handwnnng
If this body is not embalmed, fact should be so stated above. * *



